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TomWhittemore, Administrator
Communicare #7 (Cougar)

40 West Franklin Road, Suite F
Meridian, Idaho 83642

RE: Communicare (Cougar), Provider # 13G072
Dear Mr, Whittemore:

This is to advise you of the findings of the Medicaid/Licensure Fire Life Safety Survey of
Communicare #7 (Cougar), which was concluded on January 21, 2010.

Enclosed is your copy of a Statement of Deficiencies/Plan of Correction, formm CMS-2567, which
states that no Medicaid deficiencies were noted at the time of the survey.

Also enclosed is a Statement of Deficiencies/Plan of Correction form listing State licensure
deficiencies, In the spaces provided on the right side of each sheet, please provide a Plan of
Correction, It is important that your Plan of Correction address each deficiency in the
following manner:

1. What corrective action(s) will be accomplished for those individuals found to have been
affected by the deficient practice;

2. How you will identify other individuals having the potential to be affected by the same
deficient practice and what corrective action(s) will be taken;

3. What measures will be put in place or what systemic change you will make to ensure that the
deficient practice does not recur;
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4. How the corrective action(s) will be monitored to ensure the deficient practice will not recur,
i.e., what quality assurance program will be put into place; and,

5. Include dates when corrective action will be completed. 42 CFR 488.28 states ordinarily a
provider is expected to take the steps needed to achieve compliance within 60 days of being

notified of the deficiencies. Please keep this in mind when preparing your plan of correction.

For corrective actions which require construction, competitive bidding, or other issues
beyond the control of the facility, additional time may be granted.

Sign and date the form(s) in the space provided at the bottom of the first page.

After you have completed your Plan of Correction, return the original to this office by February
14, 2010, and keep a copy for your records.

Thank you for the courtesies extended to us during our visit. If you have any questions, please
call or write this office at (208)334-6626.

Sincerely,

£ ot

ERIC MUNDELL
Health Facility Surveyor
Facility Fire Safety and Construction Program

EM/]j

Enclosures
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[ The facility is a one story, Type V(000) structure.
i Residents sleep on the first story (i.e., ground
Hlevel). The facility is fully sprinklered and is “

licensed for 8 heds. The facility was surveyed in z
accordance with applicable fire/life safety
requirements set forth in the Life Safety Code, § i
2000 edition, Chapter 33, Existing Residential ?
| Board and Care Occupancy, Impractical |
| Evacuation Capability and under 42 CFR
483.470,

No federal deficiencies were cited during the
annual fire/life safety survey:

The surveyor conducting the survey was:
Eric Mundell REHS
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Facility Fire/Life Safety and Construction Program
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